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ABSTRACT 
Significant pain continues to be reported by many hospitalised patients despite the numerous 
and varied educational programs developed and implemented to improve nurses’ pain 
management. A theoretically based Peer Intervention Program was designed from a predictive 
model to address nurses’ beliefs, attitudes, subjective norms, self-efficacy, perceived control 
and intentions in the management of pain with as required narcotic analgesia.  
The pilot study of this program utilised a quasi-experimental pre-post test design with 
a Patient Intervention, Nurse & Patient Intervention and Control conditions consisting of 24, 
18 and 19 nurses respectively. One week following the intervention significant differences 
were found between the Nurse & Patient condition and the 2 other conditions in beliefs, self-
efficacy and perceived control and a positive trend in attitudes, subjective norms and 
intentions. The most positive aspects of the program were supportive interactive discussions 
with peers and awareness and understanding of beliefs and attitudes and their role in 
behaviour.  
 
INTRODUCTION 
Health professionals are increasingly focusing on the management of pain to improve 
the quality of life for many patients living with chronic and terminal pain (eg. AHCPR, 1992; 
Ferrell, 1996; McCaffery & Ferrell, 1997; de Rond et al., 2000; Howell, et al., 2000). 
However, the authors (Nash et al., 1994 unpublished report; Nash et al., 1996 unpublished 
report) found surgical patients reported pain more frequently and at a higher intensity than 
medical and oncology patients (Nash, 1994) highlighting the need for continued research in 
this area.   
Pain management is now considered an important patient outcome when evaluating 
the effectiveness of nursing care (Padilla et al., 1990; Ferrell et al., 1991; Barnason et al., 
1998). However, a substantial body of research indicates that pain continues to be a problem 
for 45-75% of hospitalised patients who report experiencing moderate to severe levels of pain 
(eg. Melzack et al., 1987; Nash et al., 1994 unpublished report; Carr & Thomas, 1997; 
Breitbart, Rosenfeld, & Passik, 1998; Yates et al., 1998) despite educational programs aimed 
at improving nurses’ pain management. Recent studies by (the authors) Nash et al., (1994) 
and Yates et al., (1998) identified that pain is commonly associated with hospitalisation 
regardless of the patient’s age and reason for admission despite the recent innovative 
technological and pharmacological advances in pain management.  
Both patient and registered nurse (nurse) factors contribute to the level of pain 
experienced by hospitalised patients. Studies report that many patients are reluctant to request 
and/or accept medication for their pain. They fear these medications are “bad for the body” 
and are concerned about addiction and drug toxicity (Wilder-Smith & Schuler, 1992; Nash et 
al., 1996 unpublished report). Patients continue to have low expectations of pain relief and 
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often express satisfaction with their pain management despite experiencing considerable 
levels of pain (Cohen, 1980; Lavies et al., 1992; McNeil et al., 1998; Calvin et al., 1999). 
 
LITERATURE REVIEW 
Nurse factors influencing pain management  
Pain management is a complex issue. Opioid administration has been identified as the 
area for greatest decision making and potential conflict in nurses’ pain management (Ferrell 
et al., 1991) and the pharmacological management of pain is inadequately covered in nursing 
texts (Ferrell et al., 2000). Pain management decisions include: deciding which analgesic to 
administer (narcotic or non-narcotic); collaborating with peers; and consulting with medical 
officers regarding the appropriate dosage, timing and type of analgesics for patients. To make 
these decisions nurses not only need a sound knowledge base but also competent 
communicating, negotiating and assertive skills; and positive beliefs and attitudes towards 
analgesics (narcotics and well as non-narcotics).   
 Nurses’ knowledge, attitudes and beliefs have a significant impact on the 
effectiveness of pain management and the under medication of patients in pain by nurses is 
well documented (Marks & Sachar, 1973; Ferrell, et al., 1990; Drayer et al., 1999). 
Knowledge deficits may cause nurses to hold negative beliefs and attitudes towards narcotic 
analgesics. For example, although nurses regarded pain management as a priority, they aspire 
to reduce it rather than relieve it completely (Cohen, 1980; Lavies, 1992). They are reluctant 
to use narcotic analgesia for pain relief, or to administer the maximum dosage of narcotic 
analgesic prescribed (Nash et al., 1994 unpublished report; Nash et al., 1996 unpublished 
report; Heath, 1998) and have fixed ideas of the appropriate duration of analgesic therapy 
(Balfour, 1989; Nash et al., 1996). Nurses’ intentions to administer as required (prn) narcotics 
are independently influenced by their attitude towards narcotics, the ward norms towards the 
administration of narcotics and the control they perceive themselves to have over the 
administration of the narcotic (Nash et al., 1996). These beliefs and attitudes highlight the 
need for a change in the direction of educational programs aimed at improving nurses’ pain 
management. 
  
Educational pain management programs 
Few educational programs have been directed at improving pain management per se. 
Perceiving knowledge to be empowering, Ferrell et al. (1993) directed a five-day (40-hour) 
educational program to provide relevant and current information through lectures, group 
discussions and reinforcement through clinical practice. Nurses attending the program 
showed a significant increase in knowledge immediately, and at a three-month interval 
following the program. They stated that their attitudes towards patients with pain had changed 
and their teaching, both to patient and colleagues, had increased. A study by Francke et al. 
(1995) found an indication of improvement in nurses’ pain assessment and management 
practices although the differences were not significant after attending a pilot educational 
intervention aimed at increasing knowledge and skills, and changing attitudes to pain 
assessment and management.  
 Many pain management education programs have aimed at improving nurses’ 
assessment of pain. McNaull et al. (1992) compared four educational methods to determine 
how to improve nurses’ performance of pain assessments. They discovered that when more 
educational techniques were used performance increased accordingly. A 3-hour session 
educating nurses on pain assessment, pain management and implementing daily pain 
assessments improved attitudes, knowledge and skill in pain management and willingness to 
assess patients’ pain on a daily basis (de Rond et al., 2000). However, the nurses in this study 
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were not individually matched for pre and post-testing. Other studies have changed pain 
management protocols with positive results (Bookbinder et al., 1996) or targeted specific 
groups of nurses (Dalton et al., 1995). Dalton et al. (1995) developed a six-day program to 
educate nurses working in rural communities to implement a pain management program. 
Participants reported increased confidence, growth in decision-making skills, more familiarity 
with pharmacological and non-pharmacological therapy and changes in practice and attitudes. 
However, not all educational programs are successful or sustainable. One program to 
meet the knowledge, competence and commitment needs of oncology nurses and improve 
their assessment and documentation of pain was ineffective (Camp-Sorrell & O'Sullivan, 
1991). These researchers challenged the educational strategies used (too much information in 
a consolidated time period). Another found that although some of the targeted behaviours in 
relation to taking a pain history had changed following an education program other targeted 
behaviours did not change (Francke et al., 1997) Changes resulting from educational 
programs are not always enduring. In a study by Howell et al. (2000) positive changes in 
knowledge, attitudes and practices following a one-day workshop returned to pre-intervention 
levels within one year.  
 
Theoretical framework  
Past research provides some insights into the beliefs and attitudes of nurses regarding 
pain management and suggests that education programs can influence nurses' behaviour 
regarding pain assessment and analgesic administration (Ferrell et al., 1993; Dalton et al., 
1995; Francke et al., 1997). However, there are gaps in the existing research, which include 
lack of theoretical basis and lack of a comprehensive approach aimed at all levels (eg. 
knowledge, attitudes, peers etc.). By focusing on one aspect, previous studies have failed to 
demonstrate consistent results.  
 The program reported in this article was developed as part of a larger project targeting 
nurses’ and patients’ behaviour towards pain and pain management (Nash et al., 1996 
unpublished report). This article reports an innovative educational program designed from a 
predictive model based on the Theory of Planned Behavior (Ajzen & Madden, 1986), 
developed earlier in the project, to improve nurses’, prn administration of narcotic analgesia 
and thereby promote effective pain management for hospitalised patients. 
 To address deficits in existing research the Theory of Planned Behavior (TPB) (Ajzen 
& Madden, 1986) was chosen as the conceptual basis for the educational peer intervention. 
This theory is based on the assumption that when making behavioural decisions people 
rationally consider all the information available to them. The TPB predicts behaviours not 
under volitional control (ie. behaviours that are influenced by others) from the person’s 
intention to perform the behaviour. The probability that an individual will perform a 
particular behaviour, ‘behavioural intention’, has three conceptually distinct elements: 
• a personal or attitudinal factor, reflecting a person’s beliefs and their evaluative 
influence; 
• a social factor, ‘subjective norm’, reflecting a person’s beliefs about the expectations 
of significant others regarding their performance of a particular behaviour, and the 
person’s motivation to comply with these beliefs; 
• a control factor, reflecting the individual’s perceived control over the behaviour in 
question (perceived control) and their beliefs about the ease or difficulty of 
performing the behaviour and beliefs about their ability to perform the behaviour 
(self-efficacy). This incorporates the individual’s perception of the presence or 
absence of the necessary resources and opportunities to perform the behaviour 
(Madden et al., 1992; Nash et al., 1993).  
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 A person’s intention is therefore determined by their beliefs about the qualities of an 
object, their evaluation of those beliefs (attitude), their perception of how others perceive they 
should behave and their perceived control over the behaviour in question. Ajzen’s concept of 
perceived behavioural control incorporates the extent to which the person perceives both 
external (perceived control) and internal (self-efficacy) factors interfering with their 
performance of the behaviour (Terry & O'Leary, 1995). When an individual has a high level 
of perceived control (external control) and a high level of self-efficacy (internal control) they 
will have a high level of perceived behavioural control over the behaviour and be likely to 
perform the behaviour. 
 Other researchers (eg. McCaul et al., 1993; McCamish et al., 1993; White et al., 1994) 
allege the TPB contains variables necessary for successful interventions aimed at changing 
attitudes by increasing self-efficacy and perceived control. Renfoe, O’Sullivan and McGee 
(1990) successfully used the TPB to explore nurses’ documentation behaviour. These 
findings are comparable with those of Ajzen and Madden (1986) and Schifter and Ajzen 
(1985) who demonstrated intention to perform a selected behaviour to be a function of 
attitude, subjective norm and perceived control. The educational intervention reported in this 
article was developed to directly address the beliefs and attitudes of nurses to pain, and to 
pain management with prn narcotic analgesia medication. This type of intervention was 
expected to be more effective in improving nurses’ pain management than programs, which 
indirectly influence nurses’ attitudes and beliefs, for example patient education programs. 
 
Development of the Peer Intervention Program 
Nurses’ administration of narcotic analgesia is a non-volitionally controlled behaviour 
dependent on collaboration with peers; therefore, the authors developed a peer intervention 
educational program. In this program peer groups of nurses discuss and explore their beliefs, 
attitudes, ward norms (subjective norms) and perceived control over the administration of prn 
narcotic analgesics. Support groups (peer groups) give group members a safe place to trial 
new behaviours and skills, promote self-awareness, self-understanding and change as 
confidence is enhanced and roles are strengthened through sharing (Langford, 1987).  
 To emphasise the reality of problems associated with the administration of prn 
narcotic analgesics participants generate (in Session 1) the data they will discuss and evaluate 
during the program. This promotes reflection of the relevance of their current beliefs and 
attitudes, and of the entrenched practices occurring within their working environments. 
Through small interactive group discussions participants are facilitated to accept ownership 
of these beliefs and practices, to identify the need for change and to precipitate change within 
themselves and their peers. This conceptual framework combined with the structure used in 
previously successful projects (Kelly et al., 1990; McCamish et al., 1994) forms the basis for 
this peer intervention. 
  
Aims of the Peer Intervention Program  
The aims of the Peer Intervention Program were to effect changes in nurses’ beliefs, 
attitudes and norms regarding prn narcotic administration, perceived control over, self-
efficacy in and intention to administer prn narcotics; and to maintain these changes through 
peer support.  
The program specifically aimed to: 
• change nurses’ beliefs and attitudes about narcotics by identifying current beliefs, 
increasing their knowledge, demystifying the myths surrounding narcotics and peer 
group discussion; 
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• change the social factors (subjective norms) by enlightening nurses of their existence, 
highlighting the role they play in hampering the individualisation of pain management 
and peer group discussion; 
• change nurses’ perceptions of their self-efficacy through increased knowledge, 
motivation, confidence in their skills and abilities and peer group discussions; 
• change nurses’ perceived control over the administration of prn narcotics by, 
identifying current controlling factors, creating ways to overcome these barriers, 
empowering them with increased knowledge and enhanced decision making abilities, 
peer support and peer group discussion; and 
• increase nurses’ intentions to administer prn narcotic analgesics. 
 
On the basis of the literature review and the TPB it was hypothesised that: 
1. Nurses who participated in a Peer Intervention Program, in addition to their patients’ 
receiving an educational intervention (Nurse and Patient Intervention Group), would 
report greater intention to administer prn narcotic analgesia than nurses who worked in 
wards where patients only received an education program (Patient Intervention Group) or 
where no educational programs were offered (Control Group). 
2. Nurses in the Nurse and Patient Intervention Group would report more positive attitudes 
and beliefs and increased perceptions of control and self-efficacy than nurses in the 
Patient Intervention and Control Groups. 
3. Nurses in the Nurse and Patient Intervention Group would be less influenced by 
normative pressures than nurses in the Patient Intervention and Control Groups. 
4. Nurses who participated in the Peer Intervention Program would rate it positively.  
 
 
METHOD 
Research design 
 
A quasi-experimental pre-post test design was utilised to monitor the response of 
registered nurses to the educational intervention designed to address the beliefs and attitudes 
regarding pain management with prn narcotic analgesics. A pre-intervention survey was 
distributed to all registered nurses (nurses) in the targeted wards two weeks prior to the 
intervention and completed questionnaires returned prior to the PIP commencement. 
Participation in this study by both patients and nurses was voluntarily. Three treatment 
conditions were used and are outlined below: 
♦ Condition 1 - Patient Intervention Group 
 The implementation of an educational intervention targeted only at patients; 
♦ Condition 2 - Nurse and Patient Intervention Group 
 The implementation of an educational intervention targeted at nurses (Peer 
Intervention Program) in addition to the educational intervention targeted at 
patients;  
♦ Condition 3 - Control Group 
 No educational interventions implemented. 
One week after the completion of the educational intervention a post-intervention survey was 
distributed to all nurses in the targeted wards. This enabled comparison of the pre-
intervention with the post-intervention scores within and between the three groups. 
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Participants 
Surgical wards were targeted as a result of the authors’ recent findings  (Nash et al., 
1996 unpublished report). More surgical patients (59.2%) reported pain in the previous 24 
hours than either medical (55.6%) or oncology patients (48.2%). Nearly half (48.8%) these 
surgical patients described their pain as ‘distressing, horrible, excruciating’ and 25.6% 
reported that the pain was ‘worse than had expected’.  These patients had been admitted for a 
wide range of surgical procedures and included surgical day cases.  
Four hundred and ninety-nine nurses identified by Nursing Administration as 
employed in the 21 targeted surgical wards spread across four metropolitan hospitals (public 
and private) were targeted. One hundred and eighty-four nurses (37%) completed and 
returned the pre-intervention questionnaires. The majority were female and aged between 20-
39 years. Respondents were equally matched between those nurses whose highest 
qualification was a degree or a diploma. Two thirds of respondents had practised for more 
than ten years and most were employed full-time as a Level 1 nurse. Following the return of 
the pre-intervention questionnaire wards were randomly allocated to experimental and control 
groups.  
Ninety-two respondents (50%) to the pre-intervention survey returned completed post-
intervention questionnaires. The final sample, however, was comprised of 61 nurses as 31 of 
the nurses in Condition 2 who completed the pre and post intervention surveys did not 
complete the nurse intervention (ie. did not attend at least three of the four educational 
sessions). Data from these 31 nurses were therefore excluded from the analysis. 
Consequently, the distribution of nurse respondents according to condition was Condition 1 = 
24; Condition 2 = 18; and Condition 3 = 19. The demographic profile of the 61 nurses whose 
data were available for comparative purposes was similar to the pre-intervention survey 
profile. The program was presented as hospital sponsored continuing education (inservice) 
and presented at a time of day when the greatest number of nurses could participate. 
 
Instruments  
A self-report instrument the “Pain Management Survey”, developed by the authors for 
a previous study was modified for use in this study. Consistent with the theoretical model 
used in these studies the questionnaire contained scales measuring the key constructs of the 
Theory of Planned Behavior (Ajzen & Madden, 1986), ie. beliefs, attitudes, subjective norms, 
perceived control and intention. The questionnaire was revised for this study, following 
evaluation of the results of the previous study and additional self-efficacy measures were 
included to obtain additional measures of nurses’ intention to administer narcotic analgesia 
(for a detailed description of the development of the “Pain Management Survey” and the 
development, measurement and psychometric properties of the scales within the questionnaire 
(Nash et al., 1996 unpublished report). It was piloted with a convenience sample of nurses 
and a brief description of the questionnaire is provided below. 
 The first section contained six scales related to nurses’ intention and the underlying 
determinants. A nine-item scale measured nurses’ attitudes (eg. it is best to administer the 
least possible amount of narcotic analgesia for pain relief; narcotic analgesia should be 
required no longer than three days post-operatively). A six-item belief scale measured the 
likelihood and desirability of three positive (increased comfort, independence and mobility) 
and three negative beliefs (addiction, unwanted side effects and inadequate pain relief) about 
the administration of prn narcotic analgesia. A four-item subjective norm scale measured the 
influence of principle referents (ie. patients, patients’ relatives/friends, colleagues and 
medical staff) and their likelihood to act upon the wishes of these referents. A three-item 
perceived control scale measured nurses’ perceived control over the administration of prn 
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narcotic analgesia to a patient with pain. A seven-item self-efficacy scale asked respondents 
to rate “How confident do you feel in your ability to do each of the following activities?”  (eg. 
determine the appropriate time interval to administer prn narcotic analgesia; question ward 
expectations about administering narcotic analgesia). A three-item intention scale measured 
nurses’ intention to administer prn narcotic analgesia (eg. how likely are you to try to 
administer narcotic analgesia when next caring for a patient with pain). The second section 
contained demographic items of gender, age and qualifications and experience and 
employment details. 
 
Procedure 
To inform nurses in the targeted wards of the program, the project coordinator met 
with nurses in charge (CNC) of the selected wards five to six weeks prior to program 
commencement. They discussed in detail the program, and their nurses anticipated 
involvement. A notice informing nurses of the program and its imminent implementation was 
given to these CNC to circulate. Two weeks prior to program commencement each nurse in 
each selected ward was sent a letter explaining the program and inviting her or him to 
participate. As an indication of willingness to participate nurses were asked to complete and 
return the enclosed, numbered, pre-intervention questionnaire. Following the pre-intervention 
survey, wards were allocated to one of the three conditions. Random allocation was not used 
as it was considered important to ensure that a mix of nurses from public and private sectors 
was included in each condition. One week prior to the beginning of the program a letter was 
sent to each ward informing staff of the condition to which they had been allocated. Each 
nurse in the wards selected for Condition 2 was sent a letter to inform her/him of the date, 
time, and venue for their educational intervention and details of the patient intervention. 
 
Peer Intervention Program 
The Peer Intervention Program (PIP) consisted of four sessions presented over a four-
week period. Sessions were approximately 45 minutes. Each session concluded with an 
evaluation of the session and the distribution of clinical exercises and reference articles to 
enhance understanding of the session content, integrate session content into the clinical area 
and stimulate peer discussions in clinical areas. Registered nurses who attended did so as 
inservice and were released from their ward responsibilities for the period.  
The aims of the program were to: 
• highlight the importance of prn narcotic pain management in post-operative patients; 
• examine factors which support or hinder effective prn narcotic pain management; 
• enhance nurses’ perceptions concerning their role in prn narcotic pain management; 
• increase nurses’ knowledge and skills relevant to effective pain management; and 
• develop peer support as a process for maintaining improved pain management. 
A summary of session aims is in Table 1. 
Insert Table 1 about here 
 
Data Analysis 
The quantitative data were entered into SPSS and qualitative data thematically 
analysed. Means and standard deviation for attitude, belief, subjective norm, perceived 
control, self-efficacy and intention scores were conducted on the pre-intervention data. The 
coefficients of determination (r) were calculated for the attitude scale, the four scales 
developed in relation to the TPB and intention. A two-way repeated measures ANOVA was 
conducted for each variable of interest. The between subject factor was the condition (Patient 
Intervention Group, Nurse and Patient Intervention Group, Control Group) and the within 
8  
subjects factor was the time (pre-intervention, post-intervention). Significant interactions 
were further analysed using Tukeys’ post-hoc tests to examine differences within conditions 
over time, and one-way ANOVAs to examine pre and post intervention differences between 
conditions. 
 
RESULTS 
Pre-Intervention data  
The pre-intervention data means and standard deviations for attitude, belief, subjective 
norm, perceived control, self-efficacy and intention scores are displayed in Table 2. These 
results suggest that, generally, respondents’ attitudes and beliefs toward the administration of 
prn narcotic analgesia were positive. The subjective norm scores suggest that, to a degree, 
respondents perceived that patients, nursing colleagues, friends/relatives and medical staff 
thought they should administer prn narcotic analgesia to a patient with pain. The perceived 
control scores suggest that respondents had some control over administration of prn narcotic 
analgesia. Respondents were fairly confident in their ability to perform various activities 
related to administering narcotic analgesia and indicated a positive intention to administer prn 
narcotic analgesia to patients with pain. 
Insert Table 2 about here 
 The coefficients of determination (r) were calculated for the attitude scale, the four 
scales developed in relation to the TPB and intention for the pre-intervention data and 
although significant these correlations were low (see Table 3). Consistent with the predictive 
model developed by the team (Nash et al., 1996 unpublished report) all variables were 
significantly and positively correlated with intention. Attitudes toward narcotic analgesia and 
beliefs were the most strongly correlated variables with intention whereas self-efficacy was 
more weakly correlated. 
Insert Table 3 about here 
 
Evaluation of the effectiveness of the Peer Intervention Program 
A significant interaction effect for condition and time for belief-based attitude (F 
(2,58) = 3.5, p < .05), perceived control (F (2,58) = 3.5, p < .05) and self-efficacy (F (2,58) = 
4.5, p < .05) were discovered when the hypotheses of interest were tested. Post-hoc analyses 
revealed that only nurses who participated in the Peer Intervention Program (ie. Nurse and 
Patient Intervention Group) had significantly improved their beliefs, perceived control and 
self-efficacy from their pre-intervention data. The means and standard deviations for these 
variables for the 3 conditions are displayed in Table 4. 
Insert Table 4 about here 
 The interaction of condition and time was not significant for direct attitudes (F (2,58) 
= 2.6, p > .05), subjective norms  (F (2,58) = .22, p > .05) or intention (F (2,58) = 1.7, p > 
.05). From the means displayed in Table 5 it is interesting to note, however, that for the 
nurses who participated in the PIP the changes in their attitude and intention (although not 
significant) were in the positive direction.  
Insert Table 5 about here 
 
Nurses’ evaluation of the educational intervention 
Participants attending the final session of the nurse educational intervention (PIP), 
were asked to evaluate the program by responding to a series of open-ended questions. The 
aim of the evaluation was to 1) determine benefits to participants from attending the program, 
and 2) provide information to be used in further refining the program.  
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The majority (70.3%) of respondents believed that the aims of the program had been 
met during the sessions and that the most positive aspect of the program had been supportive 
interactive discussion with their peers (82.6%) and awareness and understanding of beliefs 
and attitudes (34.8%). The most negative aspect of the program was that the time period 
allowed for each session (45 minutes) was too short (65%). Respondents were also asked 
questions about preferred times and venues should the program be implemented again. The 
majority indicated that they would be happy to attend a one-day program on a weekday in 
their own time at their place of employment. 
 The data suggest that the pilot PIP was able to meet its objectives and to improve 
nurses’ beliefs and perceptions about their control and self-efficacy in relation to prn narcotic 
analgesia. In addition, the program was well received by the participants.  
 
DISCUSSION 
The most important aspect of this study is that the PIP significantly changed nurses’ 
beliefs, self-efficacy, and perceived control in relation to the administration of prn narcotic 
analgesia to a patient with pain. Beliefs and perceived control were found to be highly 
correlated with intention to administer prn narcotic analgesia in an earlier phase of the project 
and support both the predictive model of nurses’ intention to administer prn narcotic 
analgesia (Nash et al., 1996 unpublished report) and the TPB. When nurses have strong 
beliefs about narcotic analgesia, feelings of self-efficacy, and perceived control over the 
administration of prn narcotic analgesia they are more likely to intend to and actually 
administer prn narcotic analgesia thereby providing improved pain management for 
hospitalised patients. The results from this study are consistent with other studies aimed at 
changing negative beliefs and increasing perceptions of self-efficacy, and perceived control 
through interventions based on the TPB (McCaul et al., 1993; Terry & O'Leary, 1995).  
Although not all hypotheses were confirmed nurses rated the intervention positively 
and found the supportive peer discussions to be the most beneficial aspect of the PIP. 
Significant differences were found in beliefs, feelings of self-efficacy, and perceived control 
in nurses who had attended the PIP. No significant differences were found in the attitudes, 
subjective norms, and intention of nurses; however, change in a positive direction was found 
in these nurses. 
  
Beliefs 
Beliefs are learned from direct observation, information received from outside 
sources, and by inferential processes (Fishbein & Ajzen, 1975). Therefore, by attending the 
PIP nurses were able to learn from their peers’ experiences and develop new salient beliefs 
(those most frequently elicited) about prn narcotic analgesia. As beliefs form the 
informational basis people use to determine their attitudes and intentions (Fishbein & Ajzen) 
the nurses who attended the PIP developed more positive attitudes and intentions (although 
not statistically significant) towards prn narcotic analgesia administration.  
  
Self-efficacy and perceived control 
The PIP reduced both the internal and external factors influencing nurses’ 
administration of prn narcotic analgesia. Prior to the intervention although self-efficacy was 
strongly correlated to perceived control it had a weaker relation to intention than beliefs and 
perceived control. By improving nurses’ self-efficacy the PIP reduced their perception of the 
internal factors preventing them from administering prn narcotic analgesia. Significant 
changes in perceived control highlight positive changes in nurses’ perception of their control 
over the external factors that influence their administration on prn narcotic analgesia. By 
10  
reducing these internal and external influences on intention, the intention of those nurses who 
attended the PIP to administer prn narcotic analgesia to patients with pain were more positive, 
although not significant statistically. 
 
Peer support 
The PIP was dependent on peer interaction and support to produce change. Nurses 
have traditionally been supportive of each other professionally, socially, and sometimes 
emotionally (de Schepper et al., 1997). Those who attended the PIP identified its most 
positive aspect to be supportive interactive peer discussion, a factor which in these times of 
economic stringency and rationalisations provided nurses with a much needed forum to 
discuss with their peers an important aspect of their role, the management of patients with 
pain. They intended to utilise the information gained through the program by “supporting 
their peers” and intended to promote peer support by “assisting in peer decision making” and 
“providing their peers with positive feedback, support and discussion”. By supporting their 
peers in pain management, those nurses who attended the program may actually strengthen 
their own attitudes and intentions and change the current negative subjective norms related to 
prn narcotic administration to patients with pain. Through continued peer support, feedback 
and discussion the changes brought about through the PIP will be sustained and enhanced in 
those who attended, and encouraged in those who did not attend.   
 
Continuing education  
Bruiner et al. (1995) discovered that nurses who regularly attend pain management 
inservice programs have more knowledge and positive attitudes towards pain management 
than those who do not attend inservice programs regularly. Those nurses who attended the 
PIP identified the most negative aspect as the time allowed for each session; it was too short. 
They agreed that the aims had been met and that they would willingly attend the program 
again if it were presented in a one-day format on a weekday at their workplace. However, the 
authors recommend two, half-day sessions, as an important part of the program is for nurses 
to perform clinical exercises and read the references articles between sessions to reinforce the 
program content. To enable all interested nurses to attend the yearly PIP programs the health 
care agency must sponsor the continuing education program and provide administrative 
assistance with ward staffing. Only then will all interested nurses be able to attend. 
 
Limitations 
The changes exhibited by attitudes, subjective norms, and intentions although not 
statistically significant were in a positive direction. These results may have been influenced 
by two factors. The first was the small sample size available. In this pilot study program 
attendance was voluntary and nurses who attended identified “that it was often difficult to 
make time to attend the sessions”, as “the wards needed to accommodate their absence”. This 
is confirmed by the number of nurses who attended either one or two sessions (31 nurses) 
who were excluded from the study. The other limiting factor may be that the post-intervention 
data were collected one week following completion of the intervention. This may not have 
allowed sufficient time for significant changes to occur in the measured variables as 
attitudinal changes may take longer to occur than changes in knowledge (Dalton, 1989).  
To overcome these limitations future studies need to ensure that wards have adequate 
staffing thereby permitting nurses interested in attending the program to do so and collect 
post-intervention data at a number of time periods post-intervention. This will enable the 
identification of time necessary for positive changes to occur and the ideal time for follow-up 
reinforcing interventions to be implemented. Positive changes in pain management that occur 
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following educational programs have not been found to be enduring (de Rond et al., 2000; 
Howell et al., 2000). Therefore, regular dissemination of accurate pain management 
information must be an essential component of educational programs. This will then ensure 
that improved and sustainable quality pain management is available to all hospitalised 
patients (Brunier et al., 1995; Clarke et al., 1996).  
 
CONCLUSION 
The PIP was effective in changing the beliefs, feelings of self-efficacy, and perceived 
control nurses have over the administration of prn narcotic analgesia and change in a positive 
direction was found in their attitudes, subjective norms and intentions. This is an effective, 
sustainable pain management educational program through its utilisation of peers to promote 
and support each other in the management of hospitalised patients with pain and could easily 
be adapted to improve pain management in other areas of the community.  
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Table 1:   “Peer Intervention Program” Session Aims. 
 Session 1  
Agree on the importance of pain relief for post-operative patients; 
Identify attitudinal influences to, and the nurses’ perceived control of the administration of 
post-operative ‘prn’ narcotics; 
Identify myths and misconceptions relating to narcotics. 
 
 Session 2  
Review any issues not completely understood during Session 1; 
Inform nurses of the effects of attitudes, norms and perceived control on behaviour; 
Identify current practices and perceptions that promote or hamper ’prn’ narcotic 
administration; 
Identify current strategies that promote positive attitudes to ‘prn’ narcotic administration; 
Identify inappropriate strategies that promote negative attitudes to ‘prn’ narcotic 
administration; 
Identify specific strategies to be targeted through case studies during Session 3. 
 
 Session 3  
Review any issues not completely understood during Session 2; 
Inform participants of the strategies to promote attitude change to be addressed during this 
session suggested during Session 2's evaluation; 
Discuss case studies requiring the use of the strategies identified above. 
 
 Session 4  
Discuss how peer support can be used to sustain changes in attitude and overcome 
perceived barriers to effective pain management; 
Review the costs and benefits of effective pain management; 
Review the role of factors that influence pain management; 
Clarify any questions or concerns from participants; 
Reflectively evaluate the program. 
 
(A more comprehensive summary of the sessions can be obtained from the authors. A 
detailed description of the sessions is available in the manual “Peer Intervention Program: A 
collaborative educational strategy for improving pain management by registered nurses” 
developed by the authors.) 
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Table 2:   Distribution and Cronbach’s alpha for nurses'  behavioural factors measured   
               pre-intervention   
Variable Mean SD No of items alpha 
Attitude  34.3a 5.5 9 0.81 
Belief 25.5b 14.3 6 0.70 
Subjective norm 13.4c 10.2 4 0.71 
Perceived control 6.0d 2.9 3 0.73 
Self-efficacy 12.4e 5.2 6 0.90 
Intention 6.2f 2.7 3 0.64 
Note: apossible range +9 to +45;    bpossible range -54 to +54;    
c
possible range -36 to +36;     
d
possible range -9 to +9;       epossible range -18 to +18;     
f
possible range -9 to +9 
 
 
 
Table 3:   Coefficients of determination (r) between variables associated with intention to  
                administer prn narcotic analgesia  
Variable Intention Perceived 
control 
Subjective 
norm 
Attitude Belief 
Perceived control .32**     
Subjective norm .32** .20**    
Attitude .37** .19** .19**   
Belief .43** .21** .29** .36**  
Self-efficacy .17* .40** .24** .20** .28** 
*p <.05, **p <.01 
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Table 4:   Pre and post intervention beliefs, perceived control and self-efficacy data for the three conditions 
  Pre-intervention  Post-intervention  
Variable Condition* N M SD  N M SD t p 
Belief 1 24 27.4 13.5  24 27.6 13.5 -0.1 >.05 
 2 18 25.2 13.4  18 33.9 10.0 -2.5 <.05 
 3 19 23.6 10.7  19 22.4 13.6 0.5 >.05 
Perceived  1 24 6.9 2.3  24 6.8 3.7 0.2 >.05 
Control 2 18 5.3 3.6  18 6.9 1.6 -2.0 =.058 
 3 19 6.6 2.0  19 6.1 2.9 1.1 >.05 
Self-efficacy 1 24 14.8 3.7  24 14.7 3.4 0.1 >.05 
 2 18 10.4 5.5  18 13.4 3.4 -2.9 <.05 
 3 19 12.4 3.8  19 13.0 3.1 -1.0 >.05 
*Condition 1 = Patient Intervention  
  Condition 2 = Nurse & Patient Intervention 
  Condition 3 = Control 
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Table 5:   Pre and post-intervention of subjective norm, attitude and intention data for the 
                three conditions 
  Pre-intervention  Post-intervention 
Variable Condition* N M SD  N M SD 
Subjective Norm 1 24 13.9 10.0  24 13.7 10.7 
 2 18 12.9 9.7  18 11.0 8.4 
 3 19 15.2 8.6  19 12.8 8.7 
Attitude 1 24 33.7 6.1  24 33.7 6.1 
 2 18 34.3 5.0  18 37.1 4.4 
 3 19 33.1 5.3  19 33.2 6.4 
Intention 1 24 5.7 2.8  24 5.9 3.3 
 2 18 7.0 1.8  18 8.0 1.5 
 3 19 6.5 2.4  19 6.5 2.6 
*Condition 1 = Patient Intervention 
  Condition 2 = Nurse & Patient Intervention 
  Condition 3 = Control 
 
